Introduction
Functional dysphonia (FD), characterized by hoarseness and/or reduced voice strength and/or disturbing laryngeal sensations in the absence of a structural or a neurobiological abnormality, is a common voice disorder 1,2 appearing in different forms such as hypo-or hyperfunctional dysphonia, muscle misuse dysphonia (MMD), muscle tension dysphonia (MTD), puberphonia, psychogenic dysphonia, or conversion aphonia. Up to a third of patients suffering from a voice disorder referred to a multidisciplinary voice clinic receive the diagnosis of FD. 
The search for psychosocial causes of FD
In an attempt to answer this question, dozens of scientific investigations have been conducted gathering hundreds of results, mostly with positive findings concerning the psychosocial differences between patients with FD and controls without dysphonia.
Some of the moderate and the minor psychosocial problems that have been identified as discriminating are:
perceived stress, traumatic stress experiences, mood disorders, depression, burnout, anxiety disorder, fear in social situations, emotional maladjustment, difficulty in the processing of negative emotions, difficulty dealing with anger, somatic preoccupation, excessive somatic complaints, somatization, neurosis, and clinical impression of hysteria.
2,4-9
Some of the identified personality characteristics, several measured by the Minnesota Multiphasic Personality Inventory, are:
temperament, extraversion, introversion, neuroticism, type A personality (ambitious, rigidly organized), type D personality (negative affectivity), social inhibition, social alienation, social competence, loneliness, interpersonal sensitivity, self-confidence, perfectionism, diffuse anxiety, control of emotions, impulsivity, suspiciousness, obsessivecompulsive trait, coping style, pessimism (dissatisfaction, sadness), and tendency toward denial.
4,5, [10] [11] [12] [13] [14] [15] [16] [17] In recent years, evidence has been found that FD is at least correlated with depressive symptoms and general anxiety, 5,18-21 but probably also with high neuroticism and hypochondriasis. 1,4 But correlation does not imply causation. The discriminating findings could be causes of FD, but they could also be consequences of FD, or both could be covariables of a third factor. The experiences of clinicians often suggest the causality of psychological elements in the development of FD, but despite countless efforts to clarify this relation, no proof has been found. So specialists state: "The etiology of FD is still unclear," 18 "the pathogenic mechanisms are still far from being understood," 11 and "the interaction between predisposed and causal factors is unknown." 21 There are two possible explanations for this unsatisfactory state of research: Either the sought-after causalities do not exist or the search methods used are inappropriate.
Arguments against the first assumption include the experiences of clinicians but also the findings of modern psychoendocrinology, epigenetics, and neuroplasticity research, which all show striking causal relations between emotional states (e.g., loneliness, bereavement, or suppressed anger) and physical illness. The validity of the second assumption is hinted at by the fact that experimentation with human feelings and private thoughts are (fortunately) subject to severe humanitarian limitations. But experimentation is the crucial methodology in modern evidence-based medicine (EBM) and evidence-based practice (EBP). Is it possible that the characteristics and dominance of EBM and EBP are impeding the proof of the causality of psychosocial factors in the onset of FD?
Are EBM and EBP obstacles in the search of psychosocial etiological factors?
Since the 1990s, the development of EBM has seen a significant increase in the validity, reliability, and objectivity of medical research. The selection of strict criteria for evidence made it much easier to distinguish valid and reliable research findings from less useful results. The success of EBM, especially in the development of pharmaceuticals, has become so convincing that its criteria have become the gold standard.
EBM as "the best tool to validate clinical decisions about the care of individual and aggregate patients" 22 "has meteorically emerged to dominate contemporary medical methods and practice". 23 In addition, the supremacy of EBP has serious general implications for the diagnosis and therapy of FD:
• In the absence of approved facts of inclusion, an FD diagnosis can only be given via exclusion, that is, if no organic reason can be found for the hoarseness, it must be (can be) FD. This makes FD "an undetected organic dysphonia," which contradicts the definition of FD.
• In the absence of approved causality-related aims for therapeutic change, the success of therapy is measured almost exclusively on the level of behavioral change.
• The efficiency of EBM in many areas of scientific knowledge increases the unrealistic hope that the disorder will soon be recognized as of organic origin. This unprovability via EBM keeps possible psychosocial causes of FD hidden. For although many research methods to identify psychosocial causal relations exist, and are widely used in the science of history, art, and literature, they have fallen out of favor in medical science. In contrast to the quantitative methods of nomothetic research strategies, these are the qualitative methods of idiographic research. In the nomothetic approach, large groups are investigated to find general laws of experience and behavior that apply to most people. The idiographic approach focuses on the individual; case studies, participant observation, narrative or in-depth interviews, qualitative content analysis, and semiotic data analysis are just some of the idiographic instruments. The idiographic approach takes the quality of research criteria just as seriously as the nomothetic approach, but the labels and meanings are slightly different. For example, the nomothetic concept of "validity" is replaced by the idiographic notion of "trustworthiness."
Why psychosocial causation emerges only in idiographic research approaches
Knowledge of isolated psychological adjectives describing a person at a certain point in time, investigated by questionnaires (characteristics of personality, psychopathology, styles of attachment, coping strategies, or employment or family conflicts) is hardly sufficient for understanding a patient's life situation. For one patient (or his or her family) an increased degree of aggressiveness may be a major problem, whereas for another it might be a helpful way to show resistance in a manipulative social environment. Increased depression scores may be a sign of cautiousness and reservation in one patient but part of a deep inner emptiness in another. The complex of problems that is really stressing the patient only becomes comprehensible when it can be recognized in the context of the time frames of his or her development (Figure 1) . The history lines through the time frames (e.g., at t 1 = 3 years, t 2 = 16 years, and t 3 = present) allow the meaning of the characteristics in the individual frames to be understood.
An ambivalently attached child (person A) might later, as an adolescent, look for excessive freedom to prevent from being "swallowed" by others. Thus, as an adult, he or she will presumably be afraid of any strong interpersonal ties. A patient with this background must be seen differently from a patient (person B) who is also afraid of strong interpersonal ties, has grown up in a secure attachment, but who has only learned ineffectual coping strategies and who underwent a trauma of separation in his or her adolescence. A Deeper knowledge of the patient's path in life lets the function of a "functional disorder" (the morbid gain) appear more clearly. Is it used as dissociation, for protest, as a plea for attention, to avoid responsibility, as hidden execution of power, or some combination of such factors?
Signs of a change
Although there is no expectation that the dominance of EBP in evaluating research outcomes will decrease over the next decade, psychosomatic thinking is gaining ground. Ullas et al., 29 British otorhinolaryngologists, write: "The treatment of medically unexplained symptoms has changed in recent years; there is now more emphasis on psychological factors due to an association with anxiety and depression." The discovery of the significance of the common factors in all types of therapy 20 years ago has promoted this development in an unexpected way: In a review of 17 metaanalyses comparing the outcome of different psychotherapeutic techniques, Luborsky et al 30 reported that the effects of psychotherapy seem to be primarily due to factors common to all therapies; no particular type of therapy can be shown to be significantly better than any other. Wampold et al. 31 confirmed in a meta-analysis of 18 empirically validated therapy techniques that the different types of therapy showed almost zero difference in the extent of their effects. Wampold 32 estimates that the variance in psychotherapy outcomes is due to the following factors:
• Common factors that underlie all psychotherapies, especially the therapeutic alliance: >70%,
• Specific effects of a particular treatment: <8% and
In 2011, a joint task force from the American Psychological Association again confirmed the overwhelming significance of the therapeutic relationship, which is based on empathy, positive regard, and congruence (genuineness) on the part of the therapist. 33 There is no identifiable reason why the circumstances should be different in the therapy of FD: As soon as psychological factors play a crucial role, the therapeutic relationship becomes the principal therapeutic instrument. Some of today's SLPs recognize the deep significance of this: Millard and Cook 34 declare that therapy itself is likely to be less important than the therapist and that a "therapeutic alliance" in an empathic and non-judgmental view of the client's world is crucial. Plexico et al. 35 assert that "the qualities of the clinician, rather than specific therapy ingredients, are critical for a successful treatment outcome."
The therapeutic relationship is the key to developing the appreciation of psychosocial factors in patients with FD as well. It is only in a well-developed therapeutic alliance that the history of the patient with a functional disorder can be recognized within the time frames. In addition, "functional dysphonia has to be psychodiagnostically differ- It should also be tried in cases of inexplicable therapeutic failure.
Pathways to understanding the history and the life situation of patients with FD
Exploring a patient's medical history must be more than the passive receipt of answers to a corresponding list of questions. It should result from an interaction that is controlled by the patient as much as by the clinician. Of course the clinician must ask for information in a structured way that allows him or her to understand the medical problem at hand. But sometimes the subjective meaning of a patient's suffering becomes recognizable only after the patient deviates for some time onto an unexpected topic.
The appreciation of the patient and his or her functional disorder will deepen if the clinician adopts some possible theories, insights and helpful attitudes as to the development of the FD and for therapy. Based on their experience, the multidisciplinary team from the University of Berne's Division of Phoniatrics proposes the following items:
• FD is the "intonation of a crisis": The disorder appears near the change from one phase of the individual's development to another and implies potentially paralyzing antagonistic forces; a struggle between the chance of advancement and the fear of its risks. Abresch 37 alludes to the salutogenic function of the disorder. As the "intonation of a crisis", the voice disorder offers shelter from the conscious experience of frightening conflicting emotions.
• FD as a cumulative trauma: Most patients with FD are not afflicted by a severe psychological illness or dramatic trauma. Often they live with high levels of stress or in some form of loneliness and passivity, have confusing interpersonal relationships, carry a burden of responsibility, or feel powerless. 38 At times, it is hard for others to understand why these patients are affected so intensely by problems that seem normal to them. Often the answer is to find a disturbance in their early development of coping mechanisms. The same small trauma, experienced repeatedly over months or years (e.g., that their parents did not react sensitively to the expression of anger, joy, or anxiety) impeded their development of coping mechanisms.
• FD as a "momentary best solution": Vocal symptoms are a form of adaptation, a way of coming to terms with the environment, a method of merging inner drives and outer reality. 39 The symptom is a vehicle for the patient until he or she has sufficient resources available to try other solutions. 40 • FD as a morbid gain: Every functional disorder also has a "discomfort-reducing function," a sort of "hidden dividend." 39 Three forms can be differentiated: The primary gain serves to distract the patient from recognizing the frightening emotional conflict in his or her life situation. The secondary gain brings the patient attention, sympathy, protection, and relieves him or her of everyday duties. A tertiary gain can arise when parents or significant others benefit from the disorder (e.g., when a family member, now needing to care for the patient, will not be left alone). Morbid gain can become so fruitful "that some patients with functional voice disorders actually prefer dysphonia to a normal voice." 41 • FD as "conflict over speaking out" (COSO) 42 : FD is a product of inhibited emotional expression. It appears as "the silent or unuttered 'No'" 40 , an inability to set limits on one's interactions with others, regulated by the fear of being "punished" with refusal or to seem ungrateful and egoistic. Accordingly, the functional voice disorder is also "a price to pay for personal wishes that could not be directly expressed." patients to "remove" unmotivated feelings of guilt and blame. But feelings are never unmotivated, and they cannot be commanded. At most they can be hidden. Feelings of guilt are often excruciating, but they can also be markers for "learned guilt" in childhood (which can be dismissed as an adult) or for "real guilt" (which can be accepted and a help one behave more thoughtfully).
♦ Monitoring of transference and countertransference: Transference, the unconscious redirection of feelings for or against a person in the past toward the therapist, should be carefully observed. It often explains a fractious style of cooperation with the therapist or an exaggerated compliance. Countertransference, the therapist's projection of his or her unresolved conflicts onto the patient, should be monitored equally carefully.
It can be a sign that the therapist is misusing the patient to satisfy his or her own needs. Undetected, this is a real danger that can pervert the aims of therapy. The most effective prevention against this danger is regular supervision.
Should SLPs be allowed to use techniques similar to psychotherapy?
The background given above could suggest that patients with FD should generally be treated by psychologists or psychiatrists. But this reasoning is premature. Such a strategy would ignore the needs and the special scope of patients with FD.
The notion that SLPs could increase the application of their psychosocial knowledge and skills seems problematic. They are not psychotherapists, do not know the bene-fits and risks of psychosocial counseling, and may generate problems between the SLP and the psychology associations. But such a conflict also offers an opportunity:
The extension of the SLPs' skills with psychotherapeutic techniques could break traditional therapeutic barriers to harness the healing power of the therapeutic relationship, exactly as Travis, a founding father of SLP in America, proposed 60 years ago 44 when he claimed that within a few years speech therapists would successfully apply the principles and techniques of psychotherapy. Let us look at this in detail.
For most patients, it is painful to suffer from a condition that has partly psychological 
Consequences for well-skilled but psychologically less-trained SLPs
The assertion of some SLPs that they -as responsible professionals -should never try to apply techniques similar to psychotherapy because these are reserved for fully trained psychotherapists is not cogent. SLPs always use interventions similar to psychotherapeutic ones; they cannot prevent this. In the manner of the famous quote by
Paul Watzlawick, we must say: "It's not possible to act therapeutically without acting psychotherapeutically." For good or ill, it must be added. Often therapists are not aware that seemingly ordinary verbal reactions can lead to substantial psychotherapeutic effects on the patient's experience. An example:
A 30 year-old-woman with FD says:
"I could explode when my mother still tells me how I should dress over the phone."
The SLP can answer:
(1) "You should defend yourself." or (2) "Don't take this so seriously; ignore it." or (3) "Did you tell her that you don't want to hear such advice?" or (4) "Yes, fashion has changed since twenty years ago." or (5) "Are there other situations where your mother makes you angry?" or (6) "I understand that this makes you indignant." or (7) "My mother behaved exactly the same way." or (8) "Are there other demands and expectations from your mother?" or (9) "When you see that your mother is calling, you could simply let the phone ring."
Answers (3), (5), and (8) are more appropriate than, for example, (2) (disrespecting the patient's anger) or (7) (a reaction based on clinician's countertransference).
The example shows that it's really better when SLPs enlarge and deepen their psychosocial knowledge and skills (even if only slightly), than to pretend they never influence the feelings and thoughts of their patients.
Nevertheless, SLPs are often conservative in their application of psychosocial skills.
A strong sense of responsibility lets them avoid interventions that seem too similar to psychotherapeutic techniques. They consider them too dangerous and fear the reactions they could trigger with an intervention similar to psychotherapy; they worry they will not be able to handle the emotions that arise or solve the patient's newly emerging problems. But such situations are not really dangerous. If the SLP is prepared to stay in responsible contact with mindfulness but without acting hastily, nothing needs to be "done" on most of these occasions. Normally, the intense emotions that arise are very familiar to the patient and it is beneficial for him or her to display them without being evaluated. Likewise, new reported problems are mostly all too familiar for the patient and the clinician has no obligation (and no way) to solve them for the patient. But by reporting on them to a trustworthy equal, the patient creates a chance to hear new perspectives in his own vocalized words and in the clinicians' reactions.
The dangers in therapeutic relationships lie elsewhere. Fundamentalist dogmatic therapists, that is, "allies" who permanently try to press an opinion or behavior on the patient are dangerous, particularly when they appear in a gentle form as an amiable guide to the "right way." Clinicians who are in mindful contact with their patients will never force them in a particular direction.
The presented pathways with usable theories, insights and attitudes can still be a source of hesitation. SLPs may claim that, even when equipped with psychosocial skills, they are not able to consider all of this and carry out full psychotherapeutic diagnosis and treatment. But they do not to have to imitate psychotherapists, complete elaborated psychodiagnostic surveys, or treat neuroses or even deeper psychopathology. The simple fact is that the psychosocial factors given above exist. They can be heeded or ignored. By paying attention to them, SLPs can suggest looking together with their patients at certain patterns in their patient's current situation or history, constellations that could be associated with or even causal to their disorder.
The patient will quickly demonstrate whether he or she accepts this suggestion or not. If he or she does, the SLP and the patient are already together on a journey, searching for alternative ways of thinking, interpreting feelings and behavior in situations in which the patient feels agitated or blocked. The subject of such a journey is chosen by the therapist. From the various facts, thoughts, and feelings the patient reports, the clinician can choose the topic (associations between some of the reported elements) he thinks will best deepen a mutual understanding of the patient and his or her disorder. The number of issues broached in an individual therapeutic session -perhaps one to three -is unimportant, because most relevant personal subjects are interrelated. The aim of such a (psycho-)therapeutic journey is to support the patient in his or her self-awareness and self-assurance by assisting him or her in the search for more satisfying ways of thinking, feeling, and behaving. Often no advice need be given, because most patients are quick to recognize their own ability to cope as soon as they begin to believe that these capacities really dwell in them and can be harnessed. Several psychologists encourage SLPs to enlarge their psycho- However, a strict requirement for SLPs adopting a psychosocial focus is regular participation in supervision guided by a psychotherapist. In this journey, puzzling, painful, or seductive situations in therapy can be analyzed in the context of the history of the client and the clinician. This can identify and mitigate potentially dangerous countertransference.
